It is well-known that parental stress and coping impacts the well-being of children with serious illness. The current study aimed to evaluate the feasibility and satisfaction of a novel resilience promoting intervention, the Promoting Resilience in Stress Management Intervention for Parents (PRISM-P) among parents of adolescents and young adults with Type 1 diabetes or cancer. Secondary analyses explored the effect of the PRISM-P on parent-reported resilience and distress. Method: The PRISM-P includes 4 short skills-based modules, delivered in either 2 or 4 separate, individual sessions. English-speaking parents of adolescents with cancer or Type 1 diabetes were eligible. Feasibility was conservatively defined as a completion rate of 80%; satisfaction was qualitatively evaluated based upon parent feedback regarding intervention content, timing, and format. Resilience and distress were assessed pre-and postintervention with the Connor Davidson Resilience Scale and the Kessler-6 Psychological Distress Scale. Results: Twelve of 24 caregivers of youth with diabetes (50%) and 13 of 15 caregivers of youth with cancer (87%) agreed to participate. Nine of 12 (75%) and 9 of 13 (64%) completed all PRISM-P modules, respectively. Among those who completed the intervention, qualitative satisfaction was high. Parent-reported resilience and distress scores improved after the intervention. Effect sizes for both groups indicated a moderate intervention effect. Discussion: Ultimately, the PRISM-P intervention was well accepted and impactful among parents who completed it. However, attrition rates were higher than anticipated, suggesting alternative or less timeintensive formats may be more feasible.
Parental stress and distress are prevalent among parents of children with chronic illness or cancer, and may affect overall family health, including child and sibling well-being (Perrin, Ayoub, & Willett, 1993; Robinson, Gerhardt, Vannatta, & Noll, 2007) . Among parents of newly diagnosed youth with Type 1 diabetes (T1D), 24% of mothers and 22% of fathers meet full diagnostic criteria for posttraumatic stress disorder (PTSD) 6 weeks postdiagnosis (Landolt et al., 2002) . For mothers, stress remains constant for the first year (Landolt, Vollrath, Laimbacher, Gnehm, & Sennhauser, 2005) . Similarly, one in seven parents of children with advanced cancer experiences serious psychological distress that may impact the care of patients and other children in the home (Rosenberg et al., 2013) . Parents of children with cancer are at high risk for family dysfunction and poor health behaviors (Rosenberg et al., 2013; Rosenberg et al., 2014) .
The construct of resilience describes an individual's capacity to maintain psychological and/or physical well-being in the face of stress. Generally understudied in populations with serious/chronic illness, resilience is defined as a set of resources individuals may draw upon to facilitate coping and adaptation, and to optimize outcomes (Rosenberg & Yi-Frazier, 2016) . It is not disease-specific; rather, it represents universal resources that may be learned and developed over time (Southwick & Charney, 2012) . Resilience resources may be individual or community based (Southwick, Bonanno, Masten, Panter-Brick, & Yehuda, 2014) . Individual resources (e.g., stress-management or meaningmaking skills) may positively impact healthy choices and quality of life, and minimize negative outcomes such as psychological distress across multiple adult (caregiving) and adolescent populations (Eilertsen, Hjemdal, Le, Diseth, & Reinfjell, 2016; Fergus & Zimmerman, 2005; Folkman, 1997; Fraser & Pakenham, 2009; Kim & Knight, 2016; Miller et al., 2017; Rew & Horner, 2003) .
Family dynamics, including caregiver wellbeing, may be important to resilience in relation to stress and health (Rohan et al., 2015; Sottile, Lynch, Mealer, & Moss, 2016) . Family-based approaches to stress and disease management may improve outcomes (Fisher & Weihs, 2000) . Indeed, family resilience, the ability of the family system to withstand adversity, buffers stress and allows each family member, and the whole family unit, to adapt (Walsh, 2003; Walsh, 2016) . Family interventions may target mutable stress reactions and communication. For example, building shared resilience resources such as family-wide goals and meaningmaking reduced distress for both child and caregivers in military families (Saltzman, 2016; Saltzman, Lester, Milburn, Woodward, & Stein, 2016) . How to integrate interventions targeting family-level versus individual-level resources in the context of serious illness remains unclear. In fact, family-based efforts to improve resilience in medical settings are routinely recommended (Hilliard, McQuaid, Nabors, & Hood, 2015; Van Schoors, Caes, Verhofstadt, Goubert, & Alderfer, 2015) , yet to our knowledge, none exist.
The Promoting Resilience in Stress Management (PRISM) intervention was originally developed by our team for adolescents and young adult (AYA) patients with serious illness (Rosenberg et al., 2015) . Briefly, the intervention is based on established theories such as stress and coping theory, which highlight maintenance of well-being during serious illness through building of resources (Folkman & Greer, 2000) , and is adapted from successful interventions among cancer, general adolescent, and parent populations (Carver, 2005; Henry et al., 2010; McCarty, Violette, & McCauley, 2011; Sahler et al., 2013 ). PRISM's goal is to build practical skills that will bolster individual resilience resources in the face of stress. This approach was based on a priori assumptions that personal resources are essential components of both individual-and family-level well-being. For example, a parent who manages her own stress may be more successful in caring for her child's medical needs.
PRISM's feasibility and acceptability was first established among AYAs with cancer and T1D (Rosenberg et al., 2015) . A primary request from both patients and their parents was a PRISM for parents. Thus, we adapted our existing intervention to develop the Promoting Resilience in Stress Management Intervention for Parents (PRISM-P). The primary objective of the present pilot study was to assess PRISM-P's feasibility (defined by enrollment and retention) and acceptability (defined by participant feedback) in caregivers of adolescents with T1D or cancer. Exploratory aims included evalua-tions of participant-reported resilience and distress before and after the intervention. Although we acknowledge the differences in diseasegroup populations, we hypothesize that PRISM-P would be feasible and acceptable across disease types.
Method
Intervention Development and Structure PRISM for AYAs. The original development of the PRISM intervention for AYAs is described elsewhere (Rosenberg et al., 2015) . In short, four pillars of teachable skills linked with bolstering individual resilience resources emerged from a comprehensive review of theoretical models of resilience and direct stakeholder interviews (Bradshaw et al., 2007; Carver, 2005; Fjorback, Arendt, Ornbøl, Fink, & Walach, 2011; Lyon et al., 2009; McCarty et al., 2011; Tan & Martin, 2013) . These included (a) stress management, (b) goal setting and problem solving, (c) positive reappraisals of stressors (cognitive restructuring), and (d) meaning making or benefit finding (see Table 1 ).
Pilot Results of PRISM Among AYAs With Type I Diabetes or Cancer. PRISM was feasible and highly acceptable to AYAs and their parents (Rosenberg et al., 2015) . However, patients with different disease experiences preferred different approaches. Those with T1D were largely seen in the outpatient setting every 3 to 4 months, whereas those with cancer were seen at least once weekly and often hospitalized. When queried about optimal timing of the intervention, participants with T1D overwhelmingly preferred two longer sessions (approximately 60 min each), which would be conducted during scheduled visits or by phone. In contrast, participants with cancer preferred four shorter sessions (approximately 30 min each), conducted in person, often in conjunction with hospital stays (Rosenberg et al., 2015) .
Adapting PRISM for parents. In our pilot study, both AYA participants and parents explicitly requested a version for parents. To meet their request, we first conducted semistructured interviews with caregivers of participants of the AYA study. Interviews queried (a) perceptions, including usefulness and relevance, of each individual PRISM module; (b) how to structure content to meet parent needs; and (c) pragmatic considerations such as competing child-care needs. Emergent themes suggested that parents were aware of the sometimes high stressors of caring for their child, and that all were eager to learn new skills to facilitate their own (and, in turn, their child's) resilience.
Additional themes arose around diseasespecific needs. However, in order to maintain the spirit of a broadly adaptable intervention with disease nonspecific content, we elected to focus on the same four pillars of resilience resources. We believed that this consistency would allow for future family-based interventions in which both parents and youth learn the Reframing current experience into a meaningful one, self-reflection/mindfulness, journaling Follow-up Reflection of intervention strategies and overall satisfaction, identification and recognition of successes, and referrals for further resources needed.
Note. Options for intervention delivery included a two-session model (topics in "Managing stress" combined in one session and "Building resilience" combined in a separate session) or a four-session model (each topic in "Managing stress" and "Building resilience" covered in separate sessions).
same skills, but in their own age-appropriate way.
Following participant interviews, we modified the existing intervention to incorporate feedback, and solicited expert opinion from psychologists, social workers, nurses, clinicians, and other health care staff involved in the care of AYAs with serious illness. Only a few changes were suggested for the parent-specific version of PRISM. These included adding more information to the handouts and changing examples provided in the manual and hand-out text to be more relevant to parents' language and experiences.
The final PRISM-P factored in lessons learned from AYA participants. Hence, PRISM-P was offered in either two or four sessions, with follow-up sessions delivered by phone or in person. For each option, sessions were scheduled approximately 2 weeks apart. After completion of the sessions, a short, telephone check-in was conducted to reflect overall satisfaction and use of strategies taught, to identify successes, and to provide further resources. Informational handouts and worksheets designed to review or practice the skills were distributed with each session. These described the background and rationale of each pillar, as well as details about how to practice the skill. For example, the stress management handout included a step-by-step guide to deep breathing exercises practiced in person. The brief format intentionally avoided the extended duration of traditional cognitive-behavioral models of intervention (Karlson & Rapoff, 2009) and was chosen based on a priori goals to maximize availability to participate in this intervention.
Like its predecessor for AYAs, PRISM-P is a manualized intervention that can be administered by a trained, nonclinical professional (Svoren, Butler, Levine, Anderson, & Laffel, 2003) . Each interventionist was a bachelor's-or master's-level research associate and completed approximately 8 to 10 hr of supervised training, including role-playing and practice scenarios. All sessions were audio-recorded for fidelity, and two separate raters determined whether the intervention was delivered appropriately. Interventionists met weekly with a principal investigator to discuss the previous week's sessions. Interventionists had their own caseload and followed the same participants over the course of the intervention.
Participants
Consecutive English-speaking parents of patients aged 12 to 25 years with at least a 6-month history of T1D or a 2-week history of cancer were approached for enrollment. Parents of children who participated on the AYA PRISM development were ineligible. Participants were offered $50 in gift cards for their time and feedback ($10 for each of the four completed sessions and $10 for feedback after the intervention). All provided written informed consent, and the study protocol was approved by the Seattle Children's Hospital Institutional Review Board.
Measures
Parent demographic (sex, age, race/ethnicity, relationship to child [mother/father], marital status, education, income) and child-clinical variables (sex, age, diagnosis) were collected from all participants at the time of enrollment via a self-report questionnaire.
Parent resilience. Parent-reported resilience was assessed with the 10-item ConnorDavidson Resilience Scale (CD-RISC), a reliable and widely used instrument to measure self-perceived resilience (Connor & Davidson, 2003) . Questions revolve around personal problem solving and approaches to adversity. The 10-item instrument has high internal consistency and has been used in diverse populations including adolescents as well as parents of children with chronic or life-threatening illness (Campbell-Sills, Cohan, & Stein, 2006; Connor & Davidson, 2003) . Correlative studies have evaluated the scale with other psychosocial measures, such as psychological distress (Connor, Vaishnavi, Davidson, Sheehan, & Sheehan, 2007) , PTSD (Davidson et al., 2006) and social support (Bruwer, Emsley, Kidd, Lochner, & Seedat, 2008) . Each item consists of a 5-point Likert scale (scored from 0 to 4) for a total of 40 points. The mean score among well U.S. adults is 31.8, with higher scores reflecting greater resilience.
Parent distress. Distress was assessed with the Kessler-6 Psychological Distress scale (K6), a six-item scale that measures "level of psychological distress experienced in the past month." It was developed for the U.S. National Health Interview Survey (Kessler et al., 2002) and has been used as part of the World Health Organization world mental health initiative . It has been extensively crossvalidated, including among adolescents and parents . Responses are scored on 5-point Likert scale, generating a range of 0 to 24 points. Previous studies suggest that scores Ն7 are consistent with "high" distress, and those Ն13 with serious or debilitating psychological distress (Kessler et al., 2003) .
Data Analytic Strategy
Feasibility was defined a priori and conservatively as 80% completion rate of all four sessions among enrolled participants. Acceptability was based on qualitative feedback solicited following each session and at the end of the entire intervention in a separate session. Participant feedback was queried with a semistructured, one-on-one interview and included questions regarding PRISM-P content (e.g., "What did you think of the content of this session?"), timing (e.g., "What did you think of the timing and duration of the intervention sessions?"), and format (e.g., "What did you think of the oneon-one format?"). Feedback was audio-recorded and transcribed verbatim. Directed content analyses assessed overall and specific parent satisfaction (Hsieh & Shannon, 2005) .
Demographic and clinical variables were summarized descriptively, separately for each disease group. Comparisons between disease groups were conducted using independent sample t tests or chi-squared tests using SPSS 19.0 (IBM Corp, 2010) . Exploratory analyses for the intervention effect on resilience and distress were conducted using paired samples t tests. Change scores were calculated by subtracting baseline scores from follow-up scores. Effect sizes (Cohen's d) were calculated for both disease groups separately and combined. Table  2 . There were no differences between the groups in any of the comparable demographic variables listed; however, because of the different nature of the two test populations, feasibility results are reported separately.
Results

Participant characteristics are shown in
Diabetes Participants
Twelve of 24 caregivers of youth with T1D (50%) agreed to participate and signed informed consent. All first sessions were delivered inperson (which was required), and all follow-up sessions were conducted by telephone, based on caregiver preferences. All diabetes caregivers opted for the two-session model (stress management and goal setting in one session; cognitive restructuring and benefit finding in the second session). Of the 12 enrolled caregivers, nine completed all PRISM-P sessions (75%). The median number of days between sessions was 37.5 (interquartile range [IQR] ϭ 24.0 -58.8).
Of the three that did not complete the study, one completed only the first session and two completed half of the sessions before being lost to follow-up, with multiple attempts made to contact them. These three were lost to follow-up and there were no explicit reasons uncovered for dropping out.
Cancer Participants
Thirteen of 15 caregivers of youth with cancer (87%) agreed to participate and signed informed consent. Of the 13 enrolled, nine completed all sessions (64%). The median number of days between sessions was 24.5 (IQR ϭ 16.3-42.8). One never started, one was lost to follow-up after the first session, and two were lost to follow-up after the second session. Of these, one parent expressed personal problems; the others were lost to follow-up with no explicit reason given. All caregivers in this group opted for the four-session model (separate sessions for stress management, goal setting, cognitive restructuring, and benefit finding). Like the diabetes group, all first sessions were delivered in person. Caregiver preferences for follow-up sessions in this group included inperson or phone, and corresponded to the child's current location of clinical care. Specifically, 50% of caregivers whose child was seen as an outpatient (vs. inpatient) at Time 2, 63% at Time 3, and 88% at Time 4 requested that the session be held by phone.
Qualitative Feedback
Qualitative comments regarding acceptability were similar across groups. Common reasons for not enrolling were "too busy" or "not inter-ested." Participant feedback was highly positive; all endorsed the intervention as one they would recommend to others. Overall, caregivers appreciated the timing of the intervention sessions and the ability to do it over the phone, although many acknowledged challenges of finding time to complete the sessions. Among those who continued to receive interventions, comments suggested PRISM-P was valuable and might facilitate care of the ill child. One patient's mother expressed, "[These are] things that everyone should have in their toolkit of life." A father noted how valuable the intervention was once he made himself take the time for himself. These and other notable qualitative statements are listed in Table 3 .
Common suggestions for improvement across both groups included digital/text reminders, inclusion of other caregivers (i.e., spouse) or the child, and/or more comprehensive summaries of the skills (i.e., web based). Optimal timing in relation to disease state was often brought up; for example, a diabetes caregiver stated that the intervention should be targeted to new-onset caregivers and not someone who has lived with diabetes for many years.
Interventionists
Four interventionists completed all training sessions, which covered the intervention script, practice sessions, and debrief time. Fidelity Note. Percentages are rounded to the nearest whole number and thus may not total 100%. N/A ϭ not applicable. a Disease duration not comparable due to different eligibility criteria.
scores were 100% for delivering the appropriate content at each session. Qualitative feedback regarding ability to deliver intervention sessions was positive; there were no differences based on intervenor. No abnormal psychosocial or emotional issues arose warranting a psychology or social work referral. Interventionists were trained to deliver the intervention in both cancer and diabetes populations. Three of the four had at least a master's degree; the fourth had a bachelor's degree. There was no indication that a master's degree or any specialized training outside the intervention-specific training sessions was needed to optimally deliver the intervention.
Exploratory Analyses
Follow-up data on resilience and distress was available from 18 participants who completed the intervention (nine cancer, nine diabetes). At baseline, both populations had CD-RISC scores below national norms for well adults. Following the intervention, their scores were similar to population norms. For parents of children with cancer, mean distress scores were above the threshold for "serious distress" at baseline, but normalized after the intervention. Both resilience and distress improved after the intervention when both disease groups were combined (see Table 4 ). Effect sizes indicated a moderate effect overall and in both groups.
Discussion
The PRISM-P intervention was designed to help parents of youth with serious illness manage stress and bolster self-perceptions of resilience. Although retention rates for both disease groups fell short of our a priori stated feasibility definition of 80%, those who completed the intervention reported that it was valuable and enabled them to better care for their children. Furthermore, despite small samples sizes, exploratory analyses suggested that the PRISM-P was associated with increased parent-perceived resilience and decreased parent-reported distress. We defined feasibility conservatively as 80% completion of the intervention. However, this may have been too high a bar for parents caring for children with serious illness. Indeed, significant hurdles for participation were leaving the child's bedside and prioritizing self-care over the needs of the child. Others have reported challenges with retention in similar populations (Ewald, Kirby, Rees, & Robertson, 2014; Jang, Chao, & Whittemore, 2015; McMillan & Weitzner, 2003) . Parents in our study commented after-the-fact appreciation of the need for self-care and intervention participation as a means to taking better care of the child. Indeed, caregiver self-care has been associated with both caregiver and care-recipient well-being in other settings (Jacobsen, Holland, & Steensma, 2012; Kearney, Salley, & Muriel, 2015) .
Taken together, these findings imply that interventions designed to support caregivers have merit. The optimal content, timing, and format of these interventions, however, remain unclear. We believe that the ideal balance is one that is minimally demanding, encompasses important and inviting concepts for parents, and provides at least the minimum dose of intervention skills to also be helpful. Other formats than our original design may be better able to achieve this balance. For example, group sessions, accelerated pacing (i.e., all modules covered in one session), or web-based or social media platforms might be convenient alternatives. Future studies will explore the optimal "dose" and format of the PRISM in order to maximize its potential.
Although the intent of this article was to pilot the feasibility of PRISM-P, it is important to note that conceptualizing resilience is complicated (Rosenberg & Yi-Frazier, 2016) . Although some define resilience as an "outcome," similar to the large body of work in posttraumatic growth in cancer survivors (i.e., Barakat, Alderfer, & Kazak, 2006) , we intentionally chose to focus on resilience as a personal resource that can be bolstered during the illness experience, in turn improving later outcomes. This conceptualization is based on evidence that suggests resilience resources enable coping with disease (Folkman, 1997; Folkman & Greer, 2000) . Further, rather than focus on family-level resilience, we chose to focus first on bolstering individual caregiver resources, with the hypothesis that they would extend to the overall health of the child, and then the larger family unit.
Corresponding limitations of this study include incorporating multiple disease types and options for participant choice (i.e., phone vs. in-person or shorter v. longer sessions). We chose to prioritize practicality and appeal for participants in order to optimize intervention delivery. Another related limitation included the intervention's brevity. Future efficacy studies should include evaluation of the long-term effects. Further, our small pilot sample size was not racially/ethnically diverse and was comprised of mainly mothers, thus limiting generalizability of our findings. We lacked power to draw meaningful comparisons between parent groups, or between enrolled parents and population norms. The before-after model may have been biased in that parents understood we were evaluating their resilience; it is unclear if the intervention or our directed attention affected change scores. Additionally, we did not capture ongoing child medical data. These variables are relevant because child well-being impacts parent well-being and ability to participate. Future explorations should integrate the child's medical needs and experiences into the timing and design of intervention studies. Finally, this pilot did not incorporate siblings, or formal evaluation of family or dyadic functioning, all of which may be relevant to overall family resilience. Future efficacy of resilience-bolstering interventions for families should be explored in conjunction with rigorous screening tools for family psychosocial risk (Kazak, Schneider, Didonato, & Pai, 2015) .
In summary, the PRISM-P for parents and caregivers of youth with chronic or serious illness may be a feasible means to building resilience and reducing distress. Ongoing prospective randomized trials are evaluating the efficacy of this intervention over longer periods of time and exploring its optimal format. We hope this research leads to improved parent outcomes, which will ultimately improve outcomes for the patient as well.
